As the biopsychosocial model of health has become increasingly understood, it has become clear that there are complex, interdependent relationships between the physical and biomedical features of low back pain and the psychological and social factors that present concomitantly. Epidemiological studies have not only highlighted that psychological and social factors are associated with back pain and disability but also have shed light on the way in which these factors serve as prognostic indicators, or obstacles to recovery, predicting which patients will have a poor prognosis. Integrating the assessment of these obstacles to recovery into physical therapist practice and using this information to guide clinical decision making have the potential to improve the quality of care offered by physical therapists by improving the targeting of treatments to individuals and enhancing the therapist-patient relationship and adherence to management advice and treatment programs. In turn, such approaches may improve both patients' clinical outcomes and the efficiency and effectiveness of service provision, helping direct interventions to those who need them. This article summarizes the key challenges to embedding psychosocial perspectives within physical therapist practice for patients with low back pain and the opportunities that could be realized by doing so, and it highlights new developments in research, clinical practice, and education that are shaping future directions in this field.
G
iven that there is some evidence of benefit for interventions that physical therapists traditionally provide for patients with low back pain, one may question the added benefit of incorporating psychosocial interventions into the range of therapeutic options of this professional group. For example, exercise is one of the key interventions within the scope of physical therapist practice that has been shown to be effective in the secondary prevention of low back pain and in the management of chronic low back pain. 1,2 Benefits also have been shown, for example, using directional preference approaches, 3 manual therapy, 4 and acupuncture. [5] [6] [7] In addition, the interventions that physical therapists offer have been shown to be cost-effective at current levels of "willingness to pay." 8, 9 However, as the biopsychosocial model of health has become increasingly understood, 10 it has become clear that there are complex, interdependent relationships between the physical and biomedical features of low back pain and the psychological and social factors that present concomitantly. Epidemiological studies have not only highlighted that psychological and social factors are associated with back pain and disability but also have shed light on the way in which these factors serve as prognostic indicators, or obstacles to recovery, predicting which patients will have a poor prognosis. [11] [12] [13] It has been argued that the transition from recent-onset pain to chronic pain might be more strongly associated with psychosocial factors than with physical factors. 10, 14 Integrating the assessment of these obstacles to recovery into physical therapist practice and using this information to guide clinical decision making have the potential to improve the quality of care offered by physical therapists by improving the targeting of treatments to individuals and enhancing the therapistpatient relationship and adherence to management advice and treatment programs. In turn, such approaches may improve both patients' clinical outcomes and the efficiency and effectiveness of service provision, helping direct more-intensive interventions to those who need them. However, there is uncertainty about how best to integrate psychosocial factors in order to improve patients' outcomes. This article summarizes the key challenges to embedding psychosocial perspectives within physical therapist practice for patients with low back pain and the opportunities that could be realized by doing so and highlights new developments in research, clinical practice, and education that are shaping future directions in this field.
Challenges
There are many and varied challenges to embedding psychosocial perspectives within physical therapist clinical practice. Here, we shed light on select key challenges for entry-level (professional) physical therapy training and current physical therapist practice, which are summarized in Figure 1 .
Entry-Level Physical Therapy Training
The focus and priorities of entrylevel training. Physical therapist students choose their career based on their own perception of physical therapy, often informed by work experience or placements within sports settings or through their own experience of physical therapy from personal injuries. The initial focus of entry-level training tends to firmly consolidate biomedical models of health and illness and, thus, a fledgling professional culture starts to develop, to be further influenced by the opinions of respected teachers and clinicians.
Early learning often focuses on musculoskeletal problems that student and junior physical therapists will assess and treat, reinforcing notions of clear anatomical and pathological links with pain and disability. The physical assessment and treatment emphasis within early training starts physical therapists off on a biomedical perspective of musculoskeletal pain, which then is difficult to challenge as learning and experience progresses. Definitions of physical therapy rely heavily on disease and injury models of pain, body structure, the application of physical agents and modalities, and the focus on strength (forcegenerating capacity), movement, balance, and functional abilities. Even at training institutions that introduce a biopsychosocial model of health to students and follow national and international guidance on rheumatology and pain curricula, 15,16 the majority of time and attention often is spent on the biomedical assessment and treatment of musculoskeletal problems.
There is much competition for space within entry-level training programs, and priorities are influenced by vari- The focus and priorities of entry-level training emphasize anatomical, biomechanical, and biomedical models.
Physical therapy "culture" and current physical therapist practice propagate anatomical, biomechanical, and biomedical models.
The lack of cohesion across entry-level clinical education environments means that opportunities to reinforce application of key psychological informed management principles are lost.
The focus of continuing education for physical therapists reinforces the biomedical emphasis from entry-level training.
Patients' expectations of low back pain and physical therapy can raise challenges, such as their expectations about diagnostic certainty and hands-on treatment approaches.
There is uncertainty about the key psychosocial factors and how to assess and manage them in ways that fit into busy clinical practice.
Reimbursement systems and service priorities do not value management of psychosocial factors. Physical therapy culture and current physical therapist practice for low back pain have been explored in research studies using qualitative interviews 20,22 and survey questionnaires. [23] [24] [25] [26] [27] [28] These studies have highlighted wide practice variation, an emphasis on the assessment of physical impairments and pain, a lack of knowledge about the content of clinical guidelines and the way in which physical therapists' pain beliefs influence their behavior within therapeutic encounters with patients. Interviews and observations 22 highlight therapists' beliefs regarding the development of craft knowledge needed to manage low back pain and their beliefs regarding the clinical characteristics of patients they consider as "good" to treat and the challenge of patients who are seen as "difficult" to treat. Daykin and Richardson 22 proposed that the physical therapists' biomedically oriented pain beliefs influenced their clinical reasoning processes, including the explanations given to patients. Smart and Doody's 29 interviews with experienced physical therapists showed their clinical reasoning to reflect an integration of diverse models and theories of pain, which the authors termed "mechanisms-based" reasoning of pain.
Survey research has shown that a substantial proportion of physical therapists are unfamiliar with the content of clinical guidelines for low back pain. 23 In a large UK survey using patient vignettes, Bishop and Foster 26 found that although most physical therapists recognized when patients with low back pain are at high risk of developing chronicity, many paradoxically recommended limitations in patients' activity levels and advised them not to work. Advice to not work was associated with more-severe perceived spinal pathology, again suggesting persistence of the biomedical model for low back pain within the culture of physical therapy. A survey 3 years later of both UK family physicians (general practitioners) and physical therapists showed that advice about work was significantly related to the clinician's treatment orientations, as measured using the Pain Attitudes and Beliefs Scale (PABS). 27 Physicians and physical therapists with high biomedical and low behavioral orientations were much more likely to advise continued work absence (44.9%) than those with high behavioral scores and low biomedical scores (11.9%). Several studies have shown that the attitudes, beliefs, and treatment orientations of health care professionals are associated with the advice they give to patients as well as the choice of interventions, 30 -34 begging the question of whether, and to what extent, these attitudes, beliefs, and behaviors of professionals-in this case, physical therapists-are modifiable.
The focus of continuing education for physical therapists. Following graduation, physical therapists pursue continuing education in order to maintain competency, raise awareness of new developments, and meet the requirements of national or state relicensure. Perusal of available post-qualifying education for physical therapists highlights a plethora of mostly didactic continuing education opportunities such as conferences, short courses, and workshops that reinforce the biomedical emphasis from entrylevel training. In the United Kingdom, for example, courses on specific physical assessment and treatment approaches for low back pain are commonly advertised and attended, yet a physical therapist wanting to develop confidence and skills in the
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psychosocial assessment and management of patients with musculoskeletal problems will struggle to find such educational opportunities. In the United Kingdom, there are very few interactive educational opportunities that focus on supporting changes in practice toward biopsychosocial models. In the United States, different states have different continuing education requirements, but based on our anecdotal experiences, few of these offerings are related to psychosocial models and how to integrate psychosocial principles into routine management of patients with low back pain.
Patients' expectations of low back pain and physical therapy.
Other potential challenges to embedding psychosocial perspectives within physical therapist practice include patients' preferences and expectations. Patients and, indeed, the general population have specific beliefs and expectations about low back pain and physical therapy treatments. 35 The public expects health care professionals to be able to tell them exactly what is wrong with their back, and 10 years ago most expected to have a radiograph. 36 More recent data show that patients expect a physical examination and the "right" diagnosis. 37 Patients with chronic low back pain continue to expect symptomatic improvements and can have very clear ideas of what treatment will entail. 35 Some of these patients may be seen as "difficult or problem patients" by physical therapists, given their more complex health care needs and perceived resistance to self-care approaches. 35 Anecdotally, physical therapists want to deliver credible treatments to their patients; thus, meeting patients' expectations may be a key driver in the selection of both assessment and management approaches. For example, if a new patient refers to what he or she perceives to have been a previously successful intervention, a physical therapist may decide to offer similar treatment for this back pain episode, irrespective of best practice recommendations, in order to try to meet the patient's treatment expectations. Several studies have reported higher patient satisfaction with handson treatment approaches, 38 -40 and this finding may influence physical therapists' decision making about treatments.
Uncertainty about the key psychosocial factors and how to assess or manage them. There has been much uncertainty by physical therapists about which psychosocial obstacles to recovery in patients with low back pain are the most important to identify, assess, or focus on within clinical management. Even physical therapists who have been eager to integrate psychosocial perspectives into practice for some time have been somewhat undermined by the ambiguity surrounding how best to do this in ways that can be easily embedded in routine practice. Many psychosocial factors are reported to be important obstacles to recovery, such as patients' fear avoidance, 41 51 and illness perceptions regarding their back problem. 52 Clearly, the assessment and management of all of these factors cannot be integrated into everyday practice.
Even for those factors that appear to have a relatively consistent evidence base, there is only limited evidence about specific measurement properties. For example, the diagnostic accuracy of brief screening questions has only been established for a few factors. 53 Rather, the screening tools that have been available are lengthy and not suited for routine use in busy clinical practice, and some have complicated scoring systems. 53 The current variation in practice in the psychosocial factors that are assessed or addressed 28 could be largely a consequence of this dearth of easy-to-use assessment and screening tools. Long 54 has already identified that practice style differences flourish in environments of professional uncertainty.
A further challenge is the dearth of knowledge and confidence about what to do with patients for whom key psychosocial obstacles to recovery are identified. Kent and colleagues 28 pointed out that the uncertainty about effective interventions for patients who have psychosocial obstacles to recovery may well mean that clinicians do not see the value in routine assessment of these factors. Some of these psychosocial obstacles to recovery (eg, pain-related distress, perceptions of poor personal control, catastrophizing, fear of movement) are likely to be modifiable using physical therapy treatment approaches. Other factors, such as unemployment, low levels of perceived job control, and social isolation, may be much more challenging to address within the context of physical therapy services alone. Many physical therapists work in settings where there are no, or limited, patient pathways to, for example, mental health specialists. This situation may serve to further inhibit physical therapists from opening the "black box" of patients' cognitive appraisals and emotional consequences of their pain. They fear they are ill-equipped to manage these problems and may well have little or no support from other specialists in pain management teams. 55 There are many pain management courses of varying quality and specific relevance to low back pain available; thus, the current picture in physical therapy is one of highly variable levels of competence and confidence in the assessment and man-
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agement of patients with low back pain in whom key psychosocial obstacles to recovery are important.
Reimbursement systems and service priorities. In some health care systems, physical therapist practice is heavily influenced by the reimbursement systems in place. This situation is problematic given that these reimbursement systems look to standards of practice rather than best or optimal practice. For example, a study of practice in the Netherlands showed that the mean number of treatment sessions (Xϭ10) was similar to the number eligible for reimbursement by their public health insurance funds. 25 The fee-forservice model that dominates reimbursement in the United States rarely includes reimbursement codes for psychosocial interventions in physical therapy. In other health care systems, such as the National Health Service in the United Kingdom, there are increasing pressures on waiting times and access to physical therapy services. Service managers are constantly looking at ways to deliver more efficient and more accessible services, using routinely collected data on waiting times and patient numbers to justify service changes without supporting systematically collected clinical or cost outcome data. New service initiatives in the United Kingdom include, for example, physical therapy telephone assessment and treatment, 56 selfreferral 57 and increased reliance on physical therapist assistants and technical staff in patient management. In these contexts, it may be particularly challenging to offer the time some patients with low back pain and key psychosocial obstacles to recovery may need to elicit and address these issues successfully. Anecdotally, physical therapists in the United Kingdom have expressed concerns about identifying psychosocial issues with patients, given the limited amount of time and number of treatment sessions they are able to offer patients in a resource-strapped health care system. In the United States, similar trends are evident, as managed care initiatives limit the number of sessions and the amount of time per session that therapists spend with patients. The end result of these pressures is that current clinical environments act as a disincentive to directly address psychosocial factors and may encourage further application of biomedical approaches, as they are most familiar to most practicing clinicians.
Opportunities
Despite these challenges, many opportunities are available to physical therapists to facilitate embedding psychosocial perspectives within clinical management of low back pain. Again, we present these key opportunities under the 2 broad headings of "Entry-Level Physical Therapy Training" and "Current Physical Therapist Practice," and they are summarized in Figure 2 .
Entry-Level Physical Therapy Training
Changing the focus and priorities of entry-level training in pain. Given the "woefully inadequate" pain education identified in entrylevel training programs 58 and the burden of pain in the general population, there are many opportunities for improvement. Recent studies have shown that single modules on low back pain 59 and physical therapy degree courses 60 can bring about more positive student attitudes toward function despite pain. Equipping students with knowledge of
Entry-Level Physical Therapy Training Current Physical Therapist Practice
Change the focus and priorities of entry-level training to emphasize integrated biopsychosocial models and consider the value of benchmarking standards in pain education and interprofessional education.
Gather more evidence from clinical trials about the outcomes of patients managed through biopsychosocial management approaches and from implementation studies about how to facilitate tangible shifts in physical therapist practice.
Facilitate cohesion across entry-level clinical education using, for example, interprofessional clinical education, different educational methods, and innovative academic and clinical partnerships.
Enhance the role of physical therapists in educating patients and the public, using all available media.
Identify and target key psychosocial factors more systematically and use them in decision making about treatment and advice about work.
Change the reimbursement system and service priorities to include patient-reported outcome measures and optimal standards of care to positively influence improvements in practice. A further opportunity to improve entry-level training in pain is interprofessional education. Interprofessional education models that include 2 or more health care professionals can improve physical therapists' understanding of their own and others' roles and develop teamwork and collaborative problem solving. Interprofessional education that includes pain specialists and physical therapists, for example, may better equip future physical therapists to appreciate the practical aspects of psychosocial evaluation and treatment in everyday clinical situations. Many health care professions are advocating interprofessional educational models to better prepare their students for the workplace by embedding collaborative practice environments as part of the learning experience. 63 With regard to adding content to entry-level physical therapy curricula, a successful strategy was used by the orthopedic community when it was determined that manual therapy content was either not as explicit as it should be or simply lacking. To address this concern, a task force was formed by APTA and its components along with the American Association of Orthopaedic Manual Therapists. First, the essential elements of a manual therapy curriculum were determined by a consensus of expert academicians and clinicians and published as proceedings. 64 The proceedings included curriculum resources that could serve as a resource to any physical therapy program, such as curricular content (eg, theory, principles, technique, clinical education considerations), sample instructional materials (eg, syllabi content, laboratory handouts), and instructor qualification criteria. As part of the ongoing review, material from the manual was used as a guide to influence standards and criteria in the Commission on Accreditation in Physical Therapy Education to better ensure concordance between the relevant evaluative criteria related to manual therapy and the findings of the task force. A similar approach could be considered for pain components of the physical therapy curriculum, whereby a consensus panel can be assigned to construct a similar manual to be used to facilitate more comprehensive coverage of pain.
Facilitate cohesion across entrylevel clinical education.
As well as agreeing on benchmarks upon which to judge training institutions, there is much opportunity to facilitate more cohesive pain education flowing from the educational institution into the clinical practice settings where students gain their experience. Tools to achieve this aim include interprofessional education in the clinical environment, different methods of education, and joint clinical/academic posts and academic/ clinical partnerships. Interprofessional efforts may be particularly
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well suited for clinical environments and can serve a number of purposes. First, they provide opportunities for physical therapist students and other health care professionals to learn from one another in an applied environment. Second, they facilitate the application of the material delivered largely in a theoretical framework to the patient. Furthermore, they create an environment that facilitates role modeling of interprofessional behavior, which is much needed by future professionals involved in the treatment of patients with pain.
Different education methods may be helpful; for example, a train-thetrainer model 65 may help to spread training and confidence among clinicians in the psychosocial management of back pain. Team reviews of patient cases as well as innovative ways of involving patients themselves in the education of physical therapist students may help achieve early focus on the problems described from patients' perspectives rather than the traditional clinician-led assessment and identification of key problems.
Other opportunities include joint posts for experienced physical therapists between research and clinical settings to help embed a culture of evidence-based practice, supporting colleagues to review relevant highquality research evidence and agree on changes to practice and to help facilitate plan-do-study-act cycles of improvements in practice. These clinical champions can be seen as enthusiastic and professional role models who can mentor and support colleagues in making suggested changes. There are real opportunities for academic institutions and progressive clinical environments to work together in active partnerships where integrated biopsychosocial training is modeled to the student as part of standard of care. There are few such integrated partnership models currently in use. The short course training culture embedded already within physical therapist practice could be further enhanced by agreeing on specific and measurable goals that are reviewed on a regular basis to support meaningful shifts in practice within a learning organization culture.
Current Physical Therapist Practice
More evidence from clinical trials and implementation studies. Undoubtedly, further high-quality research evidence and patient outcome data are needed showing that integrating psychosocial perspectives into physical therapist practice leads to better outcomes. The current evidence base is promising 66, 67 but not yet compelling. 68, 69 The most recent United Kingdom guidelines for the management of low back pain 6 recommend intensive cognitive-behavioral intervention (of approximately 100 hours) for patients who fail to improve after receiving first-line recommended treatments of exercise, manual therapy, or acupuncture. Most physical therapists, however, are unable to provide this level of intensive intervention for their patients, and there is some question as to who would be the preferred provider for this cognitive-behavioral intervention. New trials testing whether patients subgrouped on the basis of risk status, integrating information about psychosocial prognostic indicators, and matching them with lessintensive, targeted treatments are likely to contribute useful information for physical therapists. 70 This type of quality evidence, over time, will begin to be incorporated into best practice guidelines for low back pain.
The reality is that even when there is good evidence to support changes in practice, we are still unclear about optimal implementation strategies. 71 Passive dissemination of information is generally ineffective, 71 and even contextualized, free information posted directly to physical therapists has small effects. 72 It is clear that there is no single "magic bullet," but that multiple and specific implementation strategies, and perhaps financial incentives and marketing approaches, are likely to be needed to support tangible changes in practice. 71 A key opportunity in this is that we are now better able to provide recommendations about psychosocial issues that are clear, specific, and unambiguous-key attributes needed for recommendations in practice (the Appraisal of Guidelines Research and Evaluation 73 ) and that we have lacked until recently.
Several groups around the world have been investigating whether key beliefs, attitudes, and behaviors of clinicians can be modified, 74 -77 and, to date, there are mixed results. Training programs tested invariably include facilitating a shift from thinking of low back pain as a disease of the body and the spine to that of a health condition caused by the interrelationships of factors within the individual and between the individual and his or her environment, including family relationships and work. Stevenson and colleagues showed that a brief training program can effect some changes in attitudes toward evidence-based practice, 78 but did not result in actual changes in physical therapist practice. 79 Overmeer and colleagues 74 showed that the pain beliefs and attitudes of physical therapists changed following an 8-day training course; they became more biopsychosocially and less biomedically oriented and their knowledge of and skills related to psychosocial risk factors increased. Yet, despite these positive changes, their patients perceived their practice behavior before and after the course as similar and
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were equally satisfied with their treatment. Vonk et al 80 showed that training might influence therapists' treatment approaches, as their PABS biomedical scores decreased following a training program. However, in a recent study of general practitioners' treatment orientations, treatment recommendations, and treatment behaviors and outcomes of patients with low back pain, no associations were found. 76 So far, this growing body of research appears to show that we can modify physical therapists' beliefs and attitudes about low back pain, but that achieving and sustaining meaningful changes in practice behavior are much more difficult. This perhaps remains the ultimate challenge for the future: how to ensure that quality evidence about psychosocial perspectives in low back pain is actually incorporated into clinical practice by physical therapists for the benefit of patient care. The solutions are not simple and are likely to need to include meaningful mentoring programs and clinical supervision by clinical experts, interprofessional group discussion of patient cases, outcome data collection and feedback, and perhaps even peer-and service-level comparison, plus organizational and reimbursement incentives to adopt new ways of working.
Enhanced role of physical therapists in educating patients and the public. The success of some of the public awareness campaigns for low back pain 81, 82 highlights the potential role for physical therapists in educating the public about both the primary and secondary prevention of low back pain. For example, Working Backs Scotland 83 is now being relaunched and updated as Web-based educational and interactive material for the Scottish public (www.nhsinform.co.uk/health-zones/ scottish-backs.aspx), an initiative led by a physical therapist. There are clearly many opportunities for physical therapists to get involved in influencing patients, and more broadly, the public's perceptions about back pain and its management.
Identify and target key psychosocial factors more systematically.
Key psychosocial obstacles to recovery are becoming clearer; thus, we are in a better position to advocate which factors should be the focus for assessment and treatment. Key psychological factors include depression, anxiety, fear avoidance, social isolation, catastrophization, perceptions about the future, and low personal control. 11, 12, 53 Occupational factors that have evidence from more than one systematic review include heavy physical demands, ability to modify work, social support, short job tenure, job satisfaction, and fears of reinjury. 84 As we achieve greater clarity on which obstacles to recovery to focus on, this should lead to systematic ways to incorporate these factors into education programs (entry-level and continuing education), identify these factors in clinical practice, and use them in decision making about treatment, building on the few tools that are already available. 85, 86 There is much opportunity to develop and validate new clinical prediction rules within physical therapy and to ensure they include the assessment of psychosocial prognostic factors. 87 A suggested pyramid for the integration of psychosocial factors into clinical practice is given in Figure 3 . At the base of the pyramid are the common key psychosocial obstacles to recovery that are relatively easy to incorporate into physical therapist practice, such as enhancing personal control and self-efficacy in patients with pain. Identifying and addressing these factors is unlikely to require intensive additional education and skill development for physical therapists. Moving up the pyramid are the psychosocial factors and intervention techniques that are likely to require more specialist training to identify and address, but that can and should be part of at least some physical therapists' practice and skill set. At the top of the pyramid are the patients with psychosocial obstacles to recovery who are most likely to need onward referral to mental health professionals. This model may be helpful in directing how to accomplish better integration of psychosocial factors into practice.
Intervention studies are increasingly trying to develop and test targeted interventions that modify key psychosocial obstacles to recovery. 39, 88, 89 It is likely to be most useful to focus on beliefs about specific aspects of pain or treatment, whether as specific targets for cognitive-behavioral intervention or as potential obstacles to optimal engagement in treatment. 90 Attempting to address such beliefs within a reactivation framework has become an integral part of new approaches to help prevent pain-associated incapacity in both health care settings 70 and occupational settings. 91 For some patients, it might be beneficial for physical therapists to directly communicate with employers and managers in order to facilitate sustained return to work, but in most cases, simple efforts to identify and discuss work issues directly with patients can lead to better work outcomes. 84 These efforts could include proposals from the Canadian Medical Association 92 such as discussing expectations about return to work early on; understanding the psychosocial context of the patient's work and his or her work demands, risks, and return-to-work options; and facilitating a return-towork plan.
Changes to the reimbursement system and service priorities. Given that it is clear that in some health care systems the reimbursement arrangements for services influence the number and content of treatments offered by physical therapists, it must follow that reimbursement systems could potentially be used to positively influence improvements in practice. In the United Kingdom, the Chartered Society of Physiotherapy (CSP) has recently developed a 5-year plan or vision for the profession. 93 Among the many ideas within the CSP's vision, several have the potential to positively influence quality improvements in clinical practice. For example, being "research-informed in all its activity," "actively engaging in standardized data collection," "changing practice in light of changing evidence," and "leading and contributing to fit-forwork schemes" are all part of the CSP's vision.
These goals are similar to those articulated in other national directives for health services about demonstrating real value in terms of patients' outcomes. Recent initiatives in Europe (eg, in Norway and in Scotland) include the start of standardized outcome data collection in physical therapy services, and one of the real opportunities of these initiatives will be to use feedback and peer and service comparisons to facilitate quality improvements in practice. With the introduction and use of standardized data collection on patient outcomes as well as process measures (eg, numbers and waiting times), future benchmarking initiatives will be facilitated, likely serving to enhance quality improvements in physical therapist practice. The CSP's vision requires support for coordinated, standardized data collection and clearly defined minimum as well as optimum standards of care. In addition, there are clear opportunities to work with reimbursement systems to identify codes to reflect physical therapy-led psychosocial assessments and interventions and to identify and test ways in which to encourage judicious use of psychosocial approaches.
Future Directions
There is little question about the need for more biopsychosocial research related to low back pain as well as innovative ways in which to implement research findings in our educational programs and everyday clinical settings. In Figure 4 , we briefly highlight key future directions that will facilitate the integration of psychosocial perspectives into physical therapist practice across the areas of research, clinical practice, and education.
Conclusion
Although it is clear that there are many and varied challenges to integrating psychosocial perspectives within physical therapists' management of low back pain, there also are many opportunities to improve on the current order of affairs. Taking advantage of these opportunities seems to be especially important for low back pain, which is commonly experienced and has a strong adverse impact on society, yet often is not managed from a psychosocial perspective. Ultimately, it is envisaged that progress in the biopsychosocial management of low back pain will serve to enhance physical ther-
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Research
Despite recent advances in our understanding of psychosocial aspects of low back care, the following research directions should provide important additional contributions:
• a clear set of variables to accurately identify patients in need of moreintense and comprehensive management;
• clearly establish which psychosocial factors are most appropriate as prognostic factors, treatment effect modifiers, and treatment mediators;
• accurate and systematic psychosocial screening protocols that are feasible for use in clinical practice;
• evidence on approaches to better target treatment interventions using more defined dosages;
• high-quality research that tests education strategies at both entry and postgraduation levels.
Clinical practice
• One of the greatest challenges facing practice environments is finding appropriate mechanisms with which to provide incentives for physical therapists to engage in, and adhere to, best practice recommendations that include appropriate psychosocial assessments and treatments.
• Although pay-for-performance concepts and pilot programs have been designed with incentives in mind, there has not been a consensus on their implementation, yet they have the potential to facilitate both morewidespread use of simple screening tools to identify psychosocial obstacles to recovery and a clearer focus on their assessment and management. This approach appears to be especially effective if the explicit management of the psychosocial obstacles results in better patient outcomes.
• Once physical therapists realize that their clinical performance is going to be based partly on how well they conform to best standards of practice, it would seem logical that there might be renewed interest in professional development activities aimed at increasing knowledge and skills in the assessment and management of psychosocial factors.
Education
• Entry-level physical therapist programs are already credit rich, with little room for additional course material related to psychosocial and pain factors. Thus, the addition of more material related to psychosocial factors may seem improbable.
• However, if education programs are truly dedicated to the notion of evidence-based care, the time dedicated to specific topics should be related to the degree to which these topics have an evidence base for direct impact on clinical management. Such an approach may lead to decisions to spend less time on biomechanical and biomedical areas lacking underpinning clinical evidence and more time on other, more evidence-based areas such as the detection and elimination of psychosocial obstacles to recovery.
• These sorts of arguments can be contentious, as they may require reduction of time or even elimination of some "sacred cows" within the professional curriculum. However, elimination of content areas that lack supporting evidence should be seen as a way to potentially advance the profession into areas associated with better patient management skills. apists' clinical practice and scope of practice to meet the challenges of the impact of musculoskeletal and low back pain on patients and associated demand for physical therapy services.
